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ABSTRACT: On August 6, 1988 at 2101 hours Nine Mile Point Unit 2
(NMP2) experienced an actuation of an engineered safety feature, specifically
a reactor scram. At the time of the event the reactor mode switch was in the
"RUN" position with the reactor at approximately 53% of rated thermal power.

At approximately 2053 hours Operations personnel observed that turbine
Electrohydraulic Control System (EHC) pressure was decreasing rapidly. The
EHC pressure decrease was due to an EHC oil leak. The low EHC oil pressure
initiated a trip of the turbine resulting in an automatic reactor

scram. Reactor pressure control was maintained during the event.

The EHC oil leak was due to the failure of an EHC fluid pipe nipple. The
immediate cause of the pipe failure has been attributed to excessive
vibration. Vibration caused the clamp used to support the failed pipe to its
support frame to fail.

The pipe then vibrated excessively causing bending at the pump discharge
piping. This resulted in fatigue stress and eventual failure.



Operator actions were to secure the EHC pumps and issue a work request
(WR 136781) to replace the failed pipe and secure the clamp. A work request
(WR 135422) was also iss

ed to determine the cause of the vibration.

(End of Abstract)
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I. DESCRIPTION OF EVENT

On August 6, 1988 at 2101 hours Nine Mile Point Unit 2 (NMP2) experienced an
actuation of an engineered safety feature, specifically a reactor scram. At

the time of the event the reactor mode switch was in the "RUN" position with

the reactor at approximately 53% of rated thermal power.

On August 6, 1988 at approximately 2053 hours, while performing surveillance
procedure N2-OSP-RPS-W001, "Weekly Turbine Valve Cycling", Operations
personnel observed that the turbine Electrohydraulic Control (EHC) system
pressure was decreasing rapidly. The standby EHC fluid pump started
automatically but could not maintain system pressure. An operator was
dispatched to investigate and discovered an EHC oil leak in the vicinity of

the EHC skid. The Station Shift Supervisor (SSS) ordered an immediate power
reduction.

At 2100 hours low EHC system pressure initiated a master trip of the
turbine. This caused a fast closure of the turbine stop and control valves
and resulted in an automatic reactor scram at 2101 hours. Reactor pressure
control was maintained during the event.

Operations personnel carried out immediate actions for a reactor scram and
secured the EHC pumps. A work request (WR 136781) was issued to replace the
failed pipe nipple.

There were no other components or systems which were inoperable and/or out of
service which contributed to this event. No other plant system or component
failures resulted from the event.

II. CAUSE OF EVENT

The reactor scram was the result of a turbine EHC fluid leak due to a pipe
nipple failure. The failure occurred on the threaded portion of the 2 inch

long 1/4 inch pipe nipple connecting the EHC pump "B" discharge header to the
air bleed valve (see Diagram 1).



The immediate cause of the pipe nipple failure has been attributed to
excessive vibration. Vibration caused the clamp used to secure the piping
downstream of the air bleed valve to the piping support frame to fail. System
vibration then caused the unsupported pipe to bend at the air bleed valve
pipe/pump discharge piping tee connection causing fatigue stress. The pipe
failure occurred at this "bending point". The cause of the excessive

vibration is currently under investigation. The clamp on the piping
associated with the EHC "A" pump was found intact and secure.
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III. ANALYSIS OF EVENT

A reactor scram is a conservative event and poses no adverse safety
consequences at any reactor power. This event did not adversely affect any
safety system nor the operators' ability to achieve safe shutdown. This
transient was less severe than the Final Safety Analysis Report (FSAR),
Section 15.2.3 evaluation of the "Turbine Trip" event.

IV. CORRECTIVE ACTIONS

1. Operations personnel carried out immediate actions required following a
scram and secured the EHC pumps.

2. Work request (WR 136781) was issued to replace the failed section of

piping. The failed nipple ("B" pump) and its "A" pump counterpart

(WR 136792) were removed for inspection and new pipe nipples installed. The
Niagara Mohawk Quality Control Department is presently performing an analysis
on the failed pipe nipple.

3. Work request (WR 135422) has been issued to troubleshoot the excessive
vibration on the EHC "B" pump fluid system.

4. A walkdown and analysis of the EHC pump skid and piping system will be
performed during the next outage. Further corrective actions will be
implemented based on this information.

5. Niagara Mohawk will acquire the services of an independent consulting firm
to analyze the EHC system for potential vibration problems. Further

corrective actions will be implemented based on this information.

V. ADDITIONAL INFORMATION

A. Identification of Components Referred to in this LER

IEEE 803 IEEE 805



Component EIIS Funct System ID

Turbine TRB TA

Turbine Control (EHC) N/A TG
Piping PSX TG

Hydraulic Fluid N/A TG

B. Failed Components - Threaded pipe nipple (non-safety related) connecting
the EHC pump discharge header to the air bleed valve.

C. There have been two previous events which involved the loss of EHC
fluid. In one event, a tubing failure occurred due to a crack originating

on a weld connecting the EHC header to a turbine control valve. The cause
of this event was excessive vibration due to speed signal noise (LER
87-43). The second event involved a loose fitting on an EHC pressure
sensing line to a turbine control valve. The cause of the event was
determined to be an installation deficiency (LER 88-28).
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(315)343-2110

September 2, 1988

United States Nuclear Regulatory Commission

Document Control Desk

Washington, DC 20555

RE: Docket No. 50-410
LER 88-39 - Revision 1

Gentlemen:

In accordance with 10 CFR 50.73, we hereby submit the following
Licensee Event Report:

LER 88-39 Is being submitted in accordance with 10 CFR 50.73



Revision 1 (a)(2)(iv), "Any event or condition that resulted in
manual or automatic actuation of any Engineered Safety
Feature (ESF), including the Reactor Protection System (RPS)."

This revision is being submitted to include information that was
inadvertently omitted in the original LER.

A 10CFR50.72 (b)(2)(i1) report was made at approximately 2141 hours
on August 6, 1988.

This report was completed in the format designated in NUREG-1022,
Supplement 2, dated September 1985.

Very truly yours,

/s/ T. J. Perkins

T. J. Perkins

Vice President

Nuclear

TJP/IMT/mjd

Attachments

cc: Regional Administrator, Region 1
Sr. Resident Inspector, W. A. Cook
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